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This Statement of Deficiencies was generated as
a result of the annual state licensure survey and

complaint investigation conducted at your facility

on 12/19/08.

The survey was conducted using Nevada
Administrative Code (NAC) 449, Residential
Facility Groups Regulations, adopted by the
Nevada State Board of Health on July 14, 2006.

The facility was licensed for 6 total beds.

The facility had the following category of
classified beds: Category 1 - 6 beds

The facility had the following endorsements:
Residential facility which provides care to elderly
and/or disabled persons,

The census at the time of the survey was 4. Four
resident files and 2 closed resident files were
reviewed and 3 employee files were reviewed,

There was 1 complaint investigated during the
survey.

Complaint #NV00017024 Substantiated (Tags
Y0026, Y0072, YAQ566, Y0878, Y0923, Y0960)

The findings and conclusicns of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or ¢ivil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

The following regulatory deficiencies were
identified:

(Lecootatte AOC

5/7/09

RECEIVED
MAY 0 7 2009

0 LICENSURE AHD CERTIFICATION
e LAS YEGAS, NEYADH,

BILLMAN HOUSE LAS VEGAS, NV 89121
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRQOPRIATE DATE
DEFICIENCY)
Y 000 Initial Comments Y 000

f deficiencies are cited, an approved flf? ff correction mgst be returned within 10 days after receipt of this
N ' 62 TITLE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATI

SIGNATURE

statement of deficiencies.

(X8) DATE

Y1005

STATE FORM

/ /4

6009

MLGM11

Mtﬂum sheet 1 of 49




PRINTED: 03/17/2009

FORM APPROVED
Bureau of Health Care Quality & Compliance
STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPLIER/CLIA {X3) DATE SURVEY
AND PLAN OF CORRECTION i IDENTIFICATION NUMBCER: (X2) MULTIPLE CONSTRUCTION COMPLETED
A. BUILDING
B. WING
NVS3105AGC 12/19/2008

NAME OF PROVIDER OR SUPPLIER
BILLMAN HOUSE

STREET ADDRESS, CITY, STATE, ZiP CODE

3646 BILLMAN AVE
LAS VEGAS, NV 89121

{X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

D
PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION (X5)
COMPLETE
DATE

DEFICIENCY)

Y 026

Y 026
SS=F

Continued From page 1
449.180(3) Contents of License-Multiple Types

NAC 445.190

3. A residential facility may be licensed as more
than one type of residential facility if the facility
provides evidence satisfactory to the bureau that
it complies with the requirements for each type of
facility and can demonstrate that the residents will
be protected and receive necessary care and
services.

This Regulation is not met as evidenced by:
Based on observation, interview and record
review, the facility was caring for 2 of 4 persons
currently living in the facility and 2 of 2 discharged
residents with mental illnesses and Alzheimer's
disease without an endorsement and failed to
cbtain the necessary training to care for such
persons.

Findings include:

Resident #2 was admitted on 11/24/06 with
diagnoses including Advanced Dementia,
Hypertension, Cardiac Arrhythmia, Improved
Anemia and Urinary Tract Infection.

On 12/19/08 at 1:25 PM, Resident #2 indicated
she was just visiting the facility and lived in
another city. The resident was not sure of the
date, but thought it may be after Christmas and
New Year's was tonight. The resident informed
the surveyor the new president came from Las
Vegas and looked like us. The resident revealed
she drove her car to the bank to get her money.

Employee #2 indicated the family and physician
wanted Resident #2 to reside in the facility. The
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Urinary Tract Infection, Psychosis, Dementia,
Hypertension, Depression, Memory Loss, History
of Seizure Disorder, History of Gastroenteritis,
Anxiety Disorder and Panic Disorder with
Agoraphobia. The medical records indicate the
resident's medications included Namenda,
Dilantin, Alprazolam (Xanax) and Lexapro.

Employee #2 indicated she installed a slide lock
on the top of the front door due to Resident #5
eloping from the facility. The employee revealed
the resident complained of her pressure being
high and wanting to go to the hospital. The
employee indicated the resident was confused
and felt it was in the resident's head she was ill.
The employee explained the resident was
admitted from a behavioral health hospital and
had a mental probiem.

Resident #6 was admitted on 10/27/03 and
discharged on 11/7/08. Diagnoses included
Alzheimer ' s Disease, Dementia, Diabetes,
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employee noted the resident had a dementia
diagnosis, but felt since the family and physician
wanted the resident to stay in the facility it would
be all right. The Physician Statement, dated
12/8/06 indicated the resident was a Category 2.
Resident #4 was admitted on 8/7/08 with 026 | Bocdleni 4 , Coiilod
diagnoses including Depression with Paranoia, y # 4 Abss
Uterine Cancer with Hysterectomy, Arthritis and 7 e % e A
Psychosis NOS. The resident had been a patient ?’
at a behavioral health hospital on 7/23/08. il 2retoed  ae #"
Employee #2 revealed resident #4 refused Al '4’ .. y % Cl.
medications and was no longer on any e MF\' Ané
medications. ‘ g . e
. . ' '&ﬁ‘;bw azm:f/ ot~ fo
Resident #5 was admitted on 2/1/07 and f\%j/’ {)’ “r repect  fe Jgﬁej ency e -
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Responsibilities-Oversight

NAC 449.194

The administrator of a residential facility shall:

1. Provide oversight and direction for the
members of the staff of the facility as necessary
to ensure that residents receive needed services
and protective supervision and that the facility is
in compliance with the requirements of NAC

449 156 to 449.27686, inclusive, and chapter 449
of NRS.

Aracoonttrf ;g;f
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Diverticulitis, Congestive Heart Failure and
Chronic Atrial Fibrillation. The medical records
indicated the resident's medications included
Aricept and Insulin Novolin 70/30.
Employee #2 revealed she would check the
resident's blood sugar twice a day then draw up
the Insulin into the syringe to assure the correct
dose of medication. The employee indicated the , é L
resident gave her own injections. The employee ‘ w o .
also indicated the lock was left on the front door (4026 Pooikeed” # /'7
because Resident #6 would try to leave the L e %ﬂ /J-
facility to walk outside.
Employee #1, #2 and #3 did not receive any
training in 2008. A
Severity: 2 Scope: 3 P
Complaint #NV00017024 o] 7y
omplain ) .
hﬁ( w M ettt 6?4(44
Y 050 449.194(1) Administrator's Y 050 : zeacho
SS=F
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This Regulation is not met as evidenced by:
Based on interview, record review and pw fa - 2009
observation, the administrator failed to provide e e
oversight and direction to the staff to ensure 4 of j 057 % A 7” !
4 residents received the needed services and wlole ‘p% ”/ZM'QJ/ Ao
protective supervision. [0 ¢
L Tags \f 00 72, Y0102, 4°
Findings include: go 165, Yo>T %) Yo = 73, JO@’
Please refer to Tags Y0072, Y0103, Y0104, oF 70 o8 TE ;Yo 8§77,
Y0105, Y0272, Y0273, Y0435, Y0773, Y0870, Yyor13, 4 = +J
zgggg Y0877, YAQ890, Y0923, Y0938, Y0940, Y A OEg0 , YO 933, Yoosg ; 909#
_ Y93, #f hoo  © )
Severity: 2 Scope: 3 0 WW o 7
. 4 [yyﬂ:&a&
Y 072| 449.196(3) Qualications of Caregiver-Med Y 072 needed ' pRAAEED . _
88=F | re-training ‘gror Fo 20
o s lolr W
NAC 449.196 He obn :
3. If a caregiver assists a resident of a residential » fw WM ’
facility in the administration of any medication, STV 5. il
including, without limitation, an over-the-counter T W 7 ‘,' ‘ THe Ouner
med:cation or dietary supplement, the caregiver o] ecowy pi@.l” . .
must; . , \ rence
(a) Receive, in addition to the training required A worifor o0 fo” /
pursuant to NRS 449.037, at least 3 hours of .
training in the management of medication. The O & % &w" ’
caregiver must receive the training at least every ,
3 years and provide the residential facility with Lt it ot
satisfactory evidence of the content of the training )
and his attendance at the training; and AL Rkl weeded
(b) At least every 3 years, pass an examination .
relating to the management of medication ’
approved by the Bureau. Y codd ot ok %,
74394; &7‘% 'h'a(a@% .
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This Regulation is not met as evidenced by:
Based on record review, the facility failed to
ensure 3 of 3 caregivers had completed the
required three hour medication management
refresher training every three years (Employee
#1, #2 and #3).
Findings include:
Employee #1 was hired on 3/5/05. The employee Yo T4 | >+ 3 Wl -ﬁlj@
file revealed the last medication course was ! .,
completed in January 2005. There was no Azfaﬂaﬂw tormars v rrethlofo
documented evidence of a medication refresher BT P g o
training completed in 2008, Aoy G-r0-0
Employee #2 was hired on 3/5/05. The employee be oy .. 5“&%&3 '
file revealed the last medication course was He .
completed on March 10, 2005. There was no S aprrifer /Z,.« W ’
documented evidence of a medication refresher one
training completed in 2008. Jo gee > /
. . hn—Edl("ﬂ {on
Employee #3 was hired on 3/5/05. The employee schecheted Lo Sabe
file revealed the last medication course was conrce -
completed on March 10, 2005. There was no oupse @ik A
documented evidence of a medication refresher f’% esher €O %
training completed in 2008. done. eveny yoar. Jhts "
. DU ho
Employee #2 indicated she was not aware she C}p,)[. crent 7""““’7[ e wikh
needed to take a refresher course for medication 0 OCHh QjQ} " .
management. . o
The ownep will Moncfor
Severity: 2 Scope: 3 4,‘{:3 e F"e"' eif ]mef e -
Complaint #NV00017024 af) STa f' 0w : L
Y 102| 449.200(1)(c) Personnel File - Training Records | Y 102 f'e.)ﬁre&‘/-eh cou jﬁmzﬁa,
88=C .
f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies. '
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NAC 449.200 0L 4l b,y remed
1. Except as otherwise provided in subsection 2, L X 4 / afie
a separate personnel file must be kept for each Wil ek -
member of the staff of a facility and must include: e fop all 265
{c} Records relating to the training received by wff _ﬁﬂb ,4-?7&@,&4 decc.
the employee. .
‘ a. Cﬂmﬁéﬁaﬁz .
This Regulation is not met as evidenced hy:
Based on interview and personnel file reviews,
| the facility failed to ensure 3 of 3 employees E’ /’J 2> Fose MJ)
| received not less than 8 hours of training annually F o)
related to providing for the needs of the residents : .
(Employee #1, #2 and #3). 6 G o /o Go O . weld
indings include: 7, 1% 7‘
Employee #1 was hired on 3/5/05. There was no g 102 %7 & / 3 F 3B W g7y 4 -)IG«A(;
| documented evidence of any training hours in w F il e
2008, . ¢ ba Py
lJC (2 ' i
Employee #2 was hired on 3/5/05. There was no A W as ("’"f’/’ ects 07 '
documented evidence of any training hours in ges &3 e pomiol, = ] 2709
2008 % eaogger 100 ’
) %"ﬂMI/ bt
Employee #3 was hired on 3/5/05. There was no . . .
documented evidence of any training hours in J T+ sze _;o o
2008. fhe bwnen oS L
e < [25 05 L
| Employee #2 revealed she did not receive any Hhal™ af [ e / [ "je o
information regarding available classes for 2008. {—a[.y, § Fao. 2
The employee indicated she did not request any
information regarding available classes. year P
«Ze: %V 7 Lo yes
Severity: 1  Scope: 3 M? 79
Clvvate will bo o o foBC
J 103 449.200(1)(d) Personnel File - NAC 441A Y 103 4/5; Gtk
=F . .
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NAC 449.200

1. Except as otherwise provided in subsection 2,
a separate personnel file must be kept for each
member of the staff of a facility and must include:
(d) The health certificates required pursuant to
chapter 441A of NAC for the employee.

This Regulation is not met as evidenced by:
NAC 441A.375 Medical facilities, facilities for the
dependent and homes for individual residential : J { co % 5
care: Management of cases and suspected Y io3 The #wrer and cdriniStrafon
cases; surveillance and testing of employees; ‘ ] §

counseling and preventive treatment. will wake sures 1(4‘
1. A case having tuberculosis or suspected case s oleficient” f»@d’wv‘
considered to have tuberculosis in a medical ) Cn @i "
facility or a facility for the dependent must be w (L nof ocou aj
managed in accordance with the guidelines of the 4 ewner and odmiarshehe
Centers for Disease Control and Prevention as po /.
adopted by reference in paragraph (h) of o i for r Co-mf' 1t
subsection 1 of NAC 441A.200. i LE o For )

2. A medical facility, a facility for the dependent or Wef|] refe swne Haf 78

a home for individual residential care shalt . .
maintain surveillance of employees of the facility 1[23 will A € c/m,& ‘ZV‘?/”_'f
or home for tuberculosis and tuberculosis # ael.

infection. The surveillance of employees must be 7"—“4’

conducted in accordance with the ! p
recommendations of the Centers for Disease ord pesderls oo Ve
Control and Prevention for preventing the
transmission of tuberculosis in facilities providing
health care set forth in the guidelines of the
Centers for Disease Control and Prevention as
adopted by reference in paragraph (h) of
subsection 1 of NAC 441A.200.

3. Before initial employment, a person employed
in a medical facility, a facility for the dependent or
a home for individual residential care shall have

f deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.
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a:

(a) Physical examination or certification from a
licensed physician that the person is in a state of

| good health, is free from active tuberculosis and

! any other communicable disease in a contagious

stage; and

(b) Tuberculosis screening test within the

preceding 12 months, including persons with a

history of bacilius Calmette-Guerin (BCG)

vaccination.

If the employee has only completed the first step

of a 2-step Mantoux tuberculin skin test within the

preceding 12 months, then the secend step of the

2-step Mantoux tuberculin skin test or other

single-step tuberculosis screening test must be

administered. A single annual tuberculosis -

screening test must be administered thereafter, )

unless the medical director of the facility or his 3 jo3 | ol f ’wjgl caf Efom and

designee or another licensed physician

determines that the risk of exposure is 18 {457[ g will be done
appropriate for a lesser frequency of testing and J )
documents that determination. The risk of o o UW I Y basis -

exposure and corresponding frequency of

examination must be determined by following the He aliniabondos anof

guidelines of the Centers for Disease Control and . :
Prevention as adopted by reference in paragraph fle el wikl merifer
(h) of subsection 1 of NAC 441A.200, / :

4. An employee with a documented history of a 7&:# o,omao ) ol

positive tuberculosis screening test is exempt - '

from screening with skin tests or chest 7%0 ab%p Mem,-? Ww/ﬁzﬁ/
radiographs unless he develops symptoms . )
suggestive of tuberculosis. wll il peted 7‘“’3 ‘
5. A person who demonstrates a positive

tuberculosis screening test administered pursuant 'ﬁ‘é' kel doctmarls

to subsection 3 shall submit to a chest radiograph
and medical evaluation for active tuberculosis.

6. Counseling and preventive treatment must be
offered to a person with a positive tuberculosis
screening test in accordance with the guidelines
of the Centers for Disease Control and

f deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.
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Prevention as adopted by reference in paragraph
{g) of subsection 1 of NAC 441A.200,
7. A medical facility shall maintain surveillance of
employees for the development of pulmonary
symptoms. A person with a history of tuberculosis
or a positive tuberculosis screening test shall
report promptly to the infection control specialist,
if any, or to the director or other person in charge
of the medical facility if the medical facility has not
designated an infection control specialist, when
any pulmonary symptoms develop. If symptoms
of tuberculosis are present, the employee shall
be evaluated for tuberculosis.
Based on interview and record review, the facility
failed to ensure 3 of 3 employees had the
required tuberculosis (TB) documentation and/or
TB skin testing (Resident #1, #2 and #3).
Findings include:
Employee #1 was hired on 3/5/05. The P, aﬁ, e  Eetarly
employee's file did not contain documentation the yies ' /. .»%’ g et s
resident completed the required two-step TB skin E 5 & PR
testing and did not contain documented evidence . e ﬁ,_,%ﬁ./
of an annual TB skin test. 29 N g,/ L y:
i ﬂ“"é;ﬁ/ =7,
Employee #2 was hired on 3/5/05. The % o ’ %z&/
employee's file contained proof the employee ‘ ‘ /
tested positive for TB on 3/15/05 and a negative > Ha ¥ aite
chest x-ray report dated 3/16/05, 10/12/06 and i 2-03-.0F . Fe TH
4/19/07. The file did not contain 2 TB symptom o ! C Tl
surveillance form or a copy of a negative chest Gof oo froefre 4 /
x-ray report required for those who test positive u?, 's ’/‘7 tfon bt e e
for TB in 2008. 2L loce. S Wl Fave PP A, fo
%Zf?? s P
Employee #3 was hired on 3/5/05. The file Fhe ety ZF5TF
contained documentation the employee Lh Ko TB G o 2 -7-07
completed the required two-step TB skin testing ol e
on 6/13/05. The file did not contain proof the e adn Py
f deficiencies are cited, an approved plan of correction must be retumed within 10 days after recéipt of this m of deficiencies.
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Y 103 | Continued From page 10 Y 103

employee received an annual one-step TB skin

test for 2008. o ]3- 800G

The employee's file did not contain the results of PILE af&: e perire P all

physical examination or a physician certification Iy

that the employee was in a good state of health, ﬂﬁf(?lh wof

was free from active TB and any other disease in . Lfams bl "“‘7&"’?

a contagious stage / % .

Employee #2 indicated she was not aware she f..a/ Ki"j. %ﬁw

was required to complete an annual signs and ‘
symptoms checklist.

Severity: 2 Scope: 3 JA /ﬁ/ WL .

This is a repeat deficiency from the survey e dwnen & LL mon f;lo r
completed on 8/21/07. _ . )
oo So evoid aeocecunl

Y 105 44%.200(1)(f) Personnel File - Background Check | Y 105 P JL de ;C'c/'e hees -

' J%}ﬂé /”J
NAC 449.200 ]%,ﬂ 0%/&‘6’7 A

1. Except as otherwise provided in subsection 2, &%WW 0?%" e
a separate personnel file must be kept for each
member of the staff of a facility and must include:

() Evidence of compliance with NRS 449.176 to for predined. ﬂfouwwz:? ;
449.185, inclusive. f;./ 2en ]
1103 o s el

This Regulation is not met as evidenced by: %% A j
NRS 449.176 Investigation of criminal history of a z s ol
applicant for license to operate certain facility. w,ﬂ :7 7 )

1. Each applicant for a license to operate a il /)m,,,é.v PPL
facility for intermediate care, facility for skilled ‘ : el
nursing or residential facility for groups shall oblrel o i 7"/‘/
submit to the Central Repository for Nevada X r .
Records of Criminal History two complete sets of 3

fingerprints for submission to the Federal Bureau
of Investigation for its report.
2. The Central Repository for Nevada

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
STATE FORM b MLGM11
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Y 105) Continued From page 11 Y105 |40 - wl “’;’Z&
2
Records of Criminal History shall determine ‘
whether the applicant has been convicted of a on/ - 8 -09 57 _
crime listed in paragraph (a) of subsection 1 of /ovv;r-)
NRS 449.188 and immediately inform the wtll 1,/,
administrator of the facility, if any, and the Health [ v
Division of whether the applicant has been %’ 7 < /
convicted of such a crime.
{Added to NRS by 1997, 442)
Based on record review, the facility failed to
ensure 1 of 3 employees had met the x
background check requirements for criminal VM )
history (Employse #3}. o ) W Y
Findings include: J oo — "
Employee #3 was hired on 3/5/05. The employee y 105 c% ; o~ o - bp-of
file contained two copies of the employee's &z A
fingerprints dated 11/15/06. The file did not W“’
contain a background check report from the . endls “J"“"IL’Z’ 7 :
Nevada repository. 0 ohect ntpeA” /,w.;
Y 106 449.200(2)(a) Personnel File - 1st aid & CPR Y106 |l ad e R atar i
$5=D | frr Corppbamee -
NAC 449.200 O hee #3 HF wif
2. The personnel file for a caregiver of a . f ' ol
residential facility must include, in addition to the AL foa M /
information required pursuant to subsection 1, yo Ll oo~
(a) A certificate stating that the caregiver is ’*’% '
currently certified to perform first aid and ¢ . / .
cardiopulmonary resuscitation. Mf’f‘f"'f . bopisr #ve el
This Regulation is not met as evidenced by:
Based on record review, the facility failed to frgeppind .

If deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.
STATE FORM
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| failed to ensure Bureau of Licensure and
Certification (BL.C) endorsement providing for a
notice of 30 days to BLC before the effective date
‘ of a cancellation or nonrenewal of the policy.

Findings inciude:

| Certificate of Liability Insurance policy did not
| contain an endorsement to the bureau.

BILLMAN HOUSE LAS VEGAS, NV 89121
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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Y 106 Continued From page 12 Y 106
ensure 1 of 3 caregivers were trained in first aid
and cardiopulmonary resuscitation (Employee
#1).
Findings include;
Employee #1 was hired 3/5/05. Cardiopulmonary o b ,;E?fg; e P /
resuscitation and First Aid training certification g1 (. 7’1 ‘¢
expired 5/5/06. There was no documented # 1 fot feT
evidence of a current certification. 5? ool o 26 09
Severity: 2  Scope: 1 'l frercor Kot g
_ He PRI 3 ' e prontil
Y 152] 449.204{2} Insurance-BLC endorsement Y 152 _ . .
SS=A fi./ G polorae
NAC 449.204 S M peonhon
2. A certificate of insurance must be furnished to . o
| the Division as evidence that the contract o ll pof” ﬁ@,;,,,,,,/ ?j
required by subsection 1 is in force and a license X ) .
| must not be issued until that certificate is Chect %ﬁg’ *f/’”‘”@:"“
furnished. Each contract of insurance must s 2 VBl PO
contain an endorsement providing for a notice of ;
30 days to the bureau before the effective date of owolit pree Sl pe
a cancellation or nonrenewal of the policy. oill fave Koria Y
fo G -
Lee- gl Foetema
. This Regulation is not met as evidenced by: j 1§
Based on interview and record review, the facility

3fo9 o9 wth Hee Sesly beaip

STATE FORM

4009

f deficiencies are cited, an approved plan of correction must be retumed within 10 days after’receipt of this statement of deficiencies.
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Y 152 Continued From page 13 Y 152 ar .
Re axﬂn:/w;g’wﬁv Bl mimefor
Employee #2 indicated she was not aware an &
endorsement was required. The' swnen @i 1L rm{:a, Sure

Severity. 1 Scope: 1 i~ The (nSupance 1o ap o

[T M . .
Y 175| 449.209(4)(b) Health and Sanitation-Hazards Y 175 60" compleiel.
SS=F / 7

NAC 449.209 .

4. To the extent practicable, the premises of the fog doon Coto el oD

facility must be kept free from:

(b) Hazards, including obstacles that impede the N.9-07 S F- ;Z

free movement of residents within and outside ; , _%
the facility. <

This Regulation is not met as evidenced by:
Based on observation, the facility was not free of

hazards.
Findings include: 09
o }2 -3 —

On 12/19/08 at 12:45 PM during the facility tour, a 3%3: e e fed

bed was up against a gas fireplace in bedroom 9! 5 ? ’

#4. Resident #5 had been sleeping in the bed, has i dka e

but currently the bed was empty. ) o) 0.
N . 20 ~0G

The screens were missing from the back of the e actine e

house. The glass in the door leading into the 7 ‘ N

living room was shattered and covered with tape. bondlpprs)  frint obpek

Employee #2 indicated there were no screens

when she bought the house. The employee Ke ?4 A, ,

revealed if she opened the windows she would i 5
pull down the blinds. The employee indicated a Cteecle k- ao gw .
rock had been thrown at the door. The owner .

was looking to replace the glass. e agbo mplalss ot
Severity. 2 Scope: 3 Pty ao

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies. {5 ctrped

77»( Cénep .l L cheok ‘fw—eﬂfanu_;?_’
STATE FORM €9 MLGM11 If continuation sheet 14 of 49
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Y 272| Continued From page 14 Y 272
Y 272 449.2175(3) Service of Food - Menus Y 272
S8=C
NAC 449.2175 o~ f2- 20-0F
3. Menus must be in writing, planned a week in - P Wf A Frentis’
advance, dated, posted and kept on file for 90 N, Z4l
days. hene. cﬁ—juﬂ’ o g
. ] ) . ‘% ﬁ/ﬁ/u—.'num hv(/ﬁel .
This Regulation is not met as evidenced by: % W
Based on observation and interview, the facility ek 7
failed to provide weekly menus. Welf  matr Seee AT
pRprtey e/ W
Findings include; and. s : o et lel
A list of meat items was identified by numbers 79(’-@ erctned meric
and was posted on the bulletin board in the facility Mﬂ“‘“’g"-" :
family room. There were no documented days of
the weeks or completed menu items. Barbecue
beef was listed under number 19.
2 o f2-3p -0F
Resident #1 was admitted on 1/9/07. The I af;(;, He F«/»«e}
resident revealed they had not had the meat 5 > gg& e £
items documented on the menu list. The resident - eheched - “""é
indicated the facility did not serve beef very often. . ,
The residents would be served a hamburger once "U‘W ‘M"“J?
in awhile, .
He. aloa'ritoln will
Employee #2 indicated the facility would cook . R : .
what they wanted and did not follow the list of | Promn For ﬁ L Ceres
food. The employee indicated she was not aware Jhe Bunem “wilh oke
a specific menu was required for each meal and ] e ffloweed
substitutions were to be written on the menu. Thef  meous o '\ LJO; !
The employee revealed the list of food was being coreect Y and W &
used when she took ownership of the facility and
continued to use the same list. ‘"'fle""""h i weny d & -
Severity: 1 Scope: 3 cfﬁw - will i
, .

If deficiencies are cited, an approved plan of correction must be retured within 10 days after receipt of this statement of deficiencies.
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Y 274 Continued From page 15 Y 274
Y 274| 449.2175(5) Service of Food - Substitutions Y 274
$5=C
NAC 449.2175
5. Any substitution for an item on the menu must
be documented and kept on file with the menu for
at least 90 days after the substitution occurs. A
substitution must be posted in a conspicuous
ptace during the service of the meal.
This Regulation is not met as evidenced by:
Based on observation and interview, the facility
failed to document menu substitutions.
Findings include:
6@, Lhe W? v 220 49
On 12/19/08, barbecue beef was listed by
number 19. A sandwich, can corn and sliced Yyr7¢ | Tmenwo teae
tomato was served for lunch. ol Cotie T
Employee #2 indicated the facility would cook /feuE.L f«/ Waﬂ.—
what they wanted and did not follow the list of .
food. The employee indicated she was not aware He atlrn wololon s &
a specific menu was required for each meal and . )
substitutions were to be written on the menu. P %" iy A
The employee revealed the list of food was being P ‘ '
used when she took ownership of the facility and Tke _ rer hd L A‘/f’ fo
continued to use the same list. bonifop and bmp feperf  The
Severity: 1  Scope: 3 wrrec]  wne s o
0{ oy (J bosts
Y 435 449.229(4) Fire Extinguisher; Inspection Y 435
SS=F ¢ . )
NAC 449.229 ) o .
4. Portable fire extinguishers must be inspected, s %ﬂ
recharged and tagged at least once each year by
f deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.
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Y 435 Continued From page 18 Y 435
a person certified by the State Fire Marshall to
conduct such inspections,
This Regulation is not met as evidenced by: ; . v
Based on observation, the facility failed to ensure J y38 7 E. . ? ’
2 of 2 facility fire extinguishers were inspected /u-b ‘W“’ bnrp
annually. bec ko 4 0. Aol o
Findings include: {>—/79-0&-
During the survey, it was observed the 2 facility e adrmidlalos bl
fire extinguisher was last inspected on 3/7/07. reoe fov gy fﬁb ‘/A‘Z“"‘"/
Severity: 2 Scope: 3 Hras]” L "”f wecled @v- i
fee -4
;(84_4; 449.229(9) Smoke Detectors Y 444 PN Y ﬁ;:fw #_,,7' ,
NAC 449.229 olie """“Zz? Go Coplef
9. Smoke detectors must be maintained in proper
operating conditions at all times and must be
tested monthly. The resuits of the tests pursuant
to this subsection must be recorded and
maintained at the facility.
This Reguiation is not met as evidenced by: (L % e Jw‘my, oV i - 20089
Based on interview and record review, the facility j
failed to ensure smoke detectors were tested 12 ﬂ-w'»z?'fe/ m
out of the past 12 months (January, February, bected 0o
March, April, May, June, July, August, ? Zi
September, October, November and December ¢ /‘MM/ .
of 2008).
Findings include: ol
There was no documented evidence the smoke %,_v o ,Zf
detectors were checked. Upon tour of the facility,
the only smoke detector visualized was located in

STATE FORM
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f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this stateﬁfent of deficiencies.
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Y 444 | Continued From page 17 Y 444
the caregiver's bedroom.
Employee #2 indicated she was not aware of - e
checking smoke detectors or having smoke VAS “e g’:ﬁ”&; 0 # o o F
detectors in the facility. ot of M7 Jorotie
Severity: 2  Scope: 3 Aefeclpw ovd »necst b
pteoled— :
Y 455 449 231(2){e) First Aid Kit - CPR Mask Y 455 . e
$=D o o alnimiludy (e
NAC 449.231 ‘
2. A first-aid kit must be available at the facility. Tren'frr 7&/ ‘
The first-aid kit must include, without limitation: The owner woibh roke Pire
(e) A shield or mask to be used by a person who L’ rackioe
is administering cardiopulmonary resuscitation. ThaT” The def ereit f aé,
will wf ocour agein
This Regulation is not met as evidenced by:
Based on interview and observation, the facility
failed to ensure a shield or mask was available to
staff.
Findings include:
_ e Freane o~ fa-28_
During examination of the first aid kit, it was fj $§ § W" ‘. . f ! 47
observed a mask or shield was missing from the e M— al faf  w-ag)
kit. . . ¢ ZA
Employee #2 indicated she was not sure what 1,7 rasts .
happened to the mask. Ao ad »M e
o
Severity: 2 Scope: 1 W/y _ o ' o .
. ' l' [C%4 ! .l L
Y 528 449.260(1)(c) Activities for Residents Y 528 e 7: ‘5‘7— ad  fd '
SS=F be aveibhbfe fbr wse
":'.m@ ml‘} e(;@.ﬂj-rhi!ﬁ
NAC 449260 witl ke @Mf, /ptj; do._,.ﬁz
‘ ook -

f deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.
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Y 528| Continued From page 18 Y 528
1. The caregivers employed by a residential
facility shall:
(c) Plan recreational opportunities that are suited
to the interests and capacities of the residents.
This Regulation is not met as evidenced by:
Based on observation and interview, the facility
failed to provide activites suited to the residents
interests.
Findings include: . 2 - 20-09
%AW } "Tb / !
Employee #2 indicated the residents did not want yL>g e aclin /’J@&""é’
to do the activites listed on the activity schedule.
The employee revealed the residents did not like < pgsicsilod. P
to leave the facility. ‘24 .
- Wy ,L &e’ [ G e /5
Resident #1 was admitted on 1/9/07. The . o
resident indicated she liked to read and would like e e
to go to the library. The resident revealed she :;,h .7( /ﬂ"
could leave the facility to do what she wanted, but ¢ 7 .
had to pay for a taxi or take the bus. The Neaohond -
resident indicated she would feel like it was an . <
imposition to the owner to transport her to the FHe ol i’ v bl
library unless it was a planned activity. . Z*
Resident #1 led the facility did not follow th 74” “ .
esident #1 revea e facility did not follow the - e
activity schedule posted in the facility. Poded F L G # _
T : 4’&,— JLV"S?&‘Z/'
Resident #4 indicated she would like to listen to Ao ﬁ"‘?‘? "“’}?4:’ o .
music. , b4 lo o Z
During the survey, two residents walked around Geits, m?ﬁﬁw ;
the living room for a few minutes then went to the . 72 o 7(7 P o
family room and sat on the couch. This was J/ﬁw W w}@f .
noted to be exercise time. pecier ‘ .
hecl) o) o e E

wyv7m  RECEIVE

TN
LICENSURE ARD CERTIFIGA
BUREMICE LAS VEGAS, HEVADA -
TIREAL G LICEHSURE AND CERE

1AS VEGAS. NEVADA
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Severity: 2 Scope: 3
Y 773 449.2726(1)a){1) 449.2726(1)(a)(b) Diabetes Y773
§8=D
NAC 449.2726
1. A person who has diabetes must not be
admitted to a residential facility or be permitted to
remain as a resident of a residential facility
unless:
{a) The resident's glucose testing is performed
by:
(1) The resident himself, without assistance;
or
This Regulation is not met as evidenced by:
Based on interview and record review, the facility :
failed to ensure blood glucose testing for 1 of 1 Gnglitn. T omellisle
diabetic residents was performed by the residents R be o)
themselves without assistance (Resident #6). cwferess /o )
Findings include: o %,”’N 574”& .
Resident #6 was admitted on 10/27/03 and e Sieane
discharged on 11/7/08. Diagnoses included 3773 ﬂf Z ,’
Alzheimer's Disease, Dementia, Diabetes, plgedeF H b e »w
Diverticulitis, Congestive Heart Failure and . % c/
Chronic Atrial Fibrillation. ﬁfam/ e 7‘7“”‘ ’ /} :
A record of capillary blood sugars was noted in %w el bl mif
the resident file. The results were documented .
twice a day. VI, 43?“""/ . e
P Py
Employee #2 revealed she would check the The. M
residents blood sugar twice a day. The resident ! 2om |
was receiving Insulin twice a day. cows i’ ]’4” Valiine
Severity: 2 Scope: 1
f deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.
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Y 859 Continued From page 20 Y 859
Y 859 449.274(5) Periodic Physical examination of a Y 859
S8=F | resident
|
NAC 449274
5. Before admission and each year after
admission, or more frequently if there is a
significant change in the physical condition of a
resident, the facility shall obtain the results of a
general physical examination of the resident by
his physician. The resident must be cared for
pursuant to any instructions provided by the
resident's physician.
;gw gvetmed Aottenzaidy
for ﬂm&,:f' e I
This Regulation is not met as evidenced by: % e Fehe , feolinf
Based on interview and record review, the facility 3{( 9 Ko

failed to obtain the results of an initial and/or
annual physical examination for 4 of 6 residents
{Resident #1, #2, #3 and #5).

Findings include;

Resident #1 was admitted on 1/9/07 with
diagnoses including Hypertension and
Hypothyroidism. The resident's record failed to
provide documented evidence of the results of an
initial physical examination for 2007 or an annual
physical examination for 2008.

Resident #2 was admitted on 11/24/06 with
diagnoses including Advanced Dementia,
Hypertension, Cardiac Arrhythmia, Improved
Anemia and Urinary Tract Infection. The initial
physical exam was completed on 11/24/06. The
resident's record failed to provide documented
evidence of the results of an annual physical

/,74'3

ﬂfoqwl»/é

%W‘ﬁfﬁmr o ro frge

- ;w/e’m/@

A»aq,élbhé/

e i.zl’f"i

2 507% ot

G 2-AP-0F.
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Vi £ T o Ao
v 3__'/0.-0?-
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f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of déficiencies.
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Y 859| Continued From page 21

examination for 2007 and 2008.

Y 859

Resident #3 was admitted on 2/1/08 with
diagnoses including Osteoporosis,
Hypothyroidism, Hypertension, Hyperlipidemia,
Vertebral Compression Fracture, Subdural
Hematoma and Mechanical Fall. The initial
physical exam was completed on 12/4/07. The
resident’s record failed to provide documented
evidence of the results of an annual physical
examination for 2008.

?f&. We  Steiriley peaded
3 Sk Lo '
Lfone o~ e [0 o9 -
% MW'W “‘:""t'@
” Ll be o
o Lt € cfond
Pysioaf fn’“m@”

Resident #5 was admitted on 2/1/07 and
transferred on 1/15/08. Diagnoses included
Urinary Tract Infection, Psychosis, Dementia,
Hypertension, Depression, Memory Loss, History
of Seizure Disorder, History of Gastroenteritis,
Anxiety Disorder and Panic Disorder with
Agoraphobia. The initial physical exam was
completed on 1/30/07. The resident's record
failed to provide documented evidence of the
results of an annual physical examination for /
2008, et

@’7?3/@-4(‘(’/.
% e W] /
pin ] F S pa
‘Z,,je/ I-v ﬂe /d@aﬁ@.\ ’

o

Ygys

Severity. 2  Scope: 3 i bf Lo Aot

449.2742(1)a)(1) 449.2742(1)(a)(1) Medication Y 870
Administration ‘

Y 870
$8=C

NAC 449.2742
1. The administrator of a residential facility that
provides assistance to residents in the
administration of medications shall:
(a) Ensure that a physician, pharmacist or
registered nurse who does not have a financial
interest in the facility:

(1) Reviews for accuracy and
appropriateness, at least once every 6 months
the regimen of drugs taken by each resident of

If deficiencies are cited, an approved plan of comrection must be retumed within 10 days after receipt of this statement of deficiencies.
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Y 870 | Continued From page 22 Y 870
the facility, including, without limitation, any
over-the-counter medications and dietary
supplements taken by a resident.
This Requlation is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure a medication profile review was
performed by a physician, pharmacist or
registered nurse at least once every six months
for 4 of 5 residents residing in the facility for
longer than six months (Resident #1, #2, #5 and
#6).
Findings include: o 12 -0 X
Resident #1 was admitted to the facility on 1/9/07. 3‘? 7o e Surno A peoede|
There was no medication profile review in the b A T Y e L
record. 5 Jé o L o
Resident #2 was admitted to the facility on Al mmde J‘“""
11/24/06. There was no medication profile ..
review in the record. Fﬂi"“”’“ ; . .
% a‘.ﬂn" ‘ﬂ:; ZZ; bwﬁ W’v’flﬂ
Resident #5 was admitted to the facility on 2/1/07 Rty b ronThe /éf/ % ce
and transferred on 1/15/08. There was no W N /,,9,' e
medication profile review in the record. . ' ./
La b ﬁ %’f‘l / @q
Resident #6 was admitted to the facility on y, .
10/27/03 and discharged on 11/7/08. There was T Tee  will nof
one documented medication profile review in the .
record dated 5/6/08. oconn &GN
will henifor
Severity: 1 Scope: 3 The  ouner ‘ :
foo | o Complence:
Y 876 449 2742(4) NRS 449.037 Y 876 /
88=C
f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Continued From page 23

NAC 449.2742

4. Except as otherwise provided in this
subsection, a caregiver shall assist in the
administration of medication to a resident if the
resident needs the caregiver's assistance. A
caregiver may assist the ultimate user of
controlled substances or dangerous drugs only if
the conditions prescribed in subsection & of NRS
449,037 are met.

This Regulation is not met as evidenced by:
NRS 449.037(6). The Board shall adopt separate
regulations regarding the assistance which may
be given pursuant to NRS 453.375 <NRS and
454,213 to an ultimate user of controlled
substances or dangerous drugs by employees of
residential facilities for groups.

NRS 453.375 Authority to possess and
administer controlled substances. A controlled
substance may be possessed and administered
by the following persons:

6. An ultimate user or any person whom the
ultimate user designates pursuant to a written
agreement.

NRS 454.213 Authority to possess and
administer dangerous drug. A drug or medicine
referred to in NRS 454.181 to 454.371, inclusive,
may be possessed and administered by:

10. An ultimate user or any person designated by
the uitimate user pursuant to a written
agreement.

Based on record review, the facility failed to
ensure an ultimate user agreement was signed
for 6 of 6 residents (Resident #1, #2, #3, #4, #5
and #6).

Findings include:

Y 876

and conredfed .

If deficiencias are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Resident #1 was admitted on 1/9/07. The
resident's file did not contain a signed ultimate
user agreement that authorized the facility to
administer medications to the resident.

Resident #2 was admitted on 11/24/06. The
resident's file did not contain a signed ultimate
user agreement that authorized the facility to
administer medications to the resident.

Resident #3 was admitted on 2/1/08. The
resident's file did not contain a signed ultimate
user agreement that authorized the facility to
administer medications to the resident.

, _ yge | o [a.20-09, afl
Resident #4 was admitted on 8/7/08. The .
resident’s file did not contain a signed ultimate M we . mero/eA/
user agreement that authorized the facility to . . '
administer medications to the resident. wett,  wltmafe  wECr

Resident #5 was admitted on 2/1/07. The "i”“-’ ] “f”“"ﬁ/ 52(

resident's file did not contain a signed ultimate
user agreement that authorized the facility to Tﬁn d{ i i dh ot
administer medications to the resident. )1" .

bocHr ng‘l 4

Resident #6 was admitted on 10/27/03. The se ownen Lt foo

resident's file did not contain a signed ultimate )
user agreement that authorized the facility to }ﬂ - co I:ww :
administer medications to the resident. '70

MMWWM Har?
Employee #2 inidcated she was not aware the He .
residents required a user agreement. @&W Mgg soart
Severity: 1 Scope: 3 e T
I~ 4
Y 877| 449.2742(5) OTC medications & Dietary Y 877 .7 % /e
$8=F | Supplements

NAC 449.2742 Oor vl

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statemeit of deficiencies.
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5. An over-the-counter medication or a dietary
supplement may be given to a resident only if the
resident’s physician has approved the
administration of the medication or supplement in
writing or the facility is ordered to do so by
another physician. The over-the-counter
medication or dietary supplement must be
administered in accordance with the written
instructions of the physician. The administration
of over-the-counter medication and dietary
supplements must be included in the record
required pursuant to paragraph (b) of subsection
1 of NAC 449.2744.

This Regulation is not met as evidenced by: 122 08
Based on record review and interview, the facility

e o
failed to obtain physician orders to administer Y £77 % . e 7 o/
over-the-counter (OTC) medications for 3 of 6 e fbu y/ ‘é_ e.—% ol

residents {Resident #2, #3 and #6). 7 o

Findings include: ptn . e — Gk Iredlsetity

1. Resident #2 was admitted on 11/24/06 with ,ﬁL
diagnoses including Advanced Dementia, e rictalon o

Hypertension, Cardiac Arrhythmia, Improved e ™ .
Anemia and Urinary Tract Infection. T e Mffv»cp -

. ce ot
The December 2008 medication administration The ownen w' s &
record indicated the resident was receiving uaf e dq’ﬁc{encﬁ will ot
Calcium 500 +D three times a day, Aspirin 325 .
milligrams {mg) once a day and One daily for pecun “Ef‘z N
Women one time a day. The medication
administration records indicated the resident had
received the medications for the past 6 months.
There was no documented evidence of a
physician order for the medications.

f deficiencies are cited, an approved plan of correction must be retumned within 10 days after receipt of this statement of deficiencies.
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Employee #2 reported the physician told her she
did not need a prescription due to the
medications could be purchased over the
counter.

2. Resident #3 was admitted on 2/1/08 with
diagnoses including Osteoporosis,
Hypothyroidism, Hypertension, Hyperlipidemia,
Vertebral Compression Fracture, Subdural
Hematoma and Mechanical Fall.

The December 2008 medication administration 5 ~fhe
record indicated the resident was receiving ¢77 o (2= —C : o
Centrum Silver at 8 AM. The medication Y el all  physician
administration records indicated the resident had pwhen .
received the medication for the past 6 months. . ecci phHon
There was no documented evidence of a fo wr e o P nes PrL
physician order for the medications. | over ~Flre. cowntfen
on ©

“ ‘
Employee #2 reported the physician told her she ™ . oll res (dlenfe
c’if‘ M'?g 7@

did not need a prescription due to the > N
medications could be purchased over the / who needs F

counter. .
this /)WU’?LI ‘e

pcoutr agein

will .

3. Resident #5 was admitted on 2/1/07 and
transferred on 1/15/08. Diagnoses included
Urinary Tract infection, Psychosis, Dementia,
Hypertension, Depression, Memory Loss, History
of Seizure Disorder, History of Gastroenteritis, .
Anxiety Disorder and Panic Disorder with Resiolent- 45 15 n fensier

Agoraphobia. . .

fr e ‘F“"‘ | l{’lJ :
The November 2007, December 2007 and o . :
January 2008 medication administration record This Olfga' bfb""j wos  correctod
indicated the resident was receiving a NI . M’P . oﬂfm.n
multivitamin once a day. There was no s ‘ FQ’
documented evidence of a physician order for the
medication.

f deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.
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Continued From page 27

4. Resident #6 was admitted on 10/27/03 and
discharged on 11/7/08. Diagnoses included
Alzheimer ' s Disease, Dementia, Diabetes,
Diverticulitis, Congestive Heart Failure and
Chronic Atrial Fibrillation.

The November 2008 medication administration
record indicated the resident was receiving
Calcium 600 three times a day and a multivitamin
once a day. There was no documented evidence
of a physician order for the medications.

Severity: 2 Scope: 3

449.2742(6)(a)(1) Medication / Change order

NAC 449.2742
6. Except as otherwise provided in this
subsection, a medication prescribed by a
physician must be administered as prescribed by
the physician. If a physician orders a change in
the amount or times medication is to be
administered to a resident:
(a) The caregiver responsible for assisting in the
administration of the medication shall:

(1) Comply with the order.

This Regulation is not met as evidenced by:
Based on record review the facility failed to
ensure the medication prescribed by a physician
was administered as prescribed for 4 of 6
residents (Resident #1, #2, #3 and #5).

Findings Include:

Y 877
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el opedicton A £
1. Resident #1 was admitted on 1/8/07 with
diagnoses including Hypertension and checho f.  codbe gesxe Lol
Hypothyroidism. . '
ypothy mmgm% bagso  fir
On 9/24/08 the physician wrote a prescription for .
Levothyroxine 50 micrograms (mcg) to be given &WM .
daily. The instructions on the prescription
container (dated 2/1/08) indicated Levothyroxine
75 mcg to be given daily.
2. 30—
Resident #1 revealed she had been on ald 7
Levothyroxine 75 mcg for a long time. Her 3,? 78 ﬂf&r e ‘F""""?\ y ARe

physician assistant was no longer in town and
she changed to a new physician, The physician
had written several medication orders on the
same prescription. One of the medications was
not covered at the pharmacy used by the
resident. The resident revealed the physician
rewrote for the medications and changed the
Levothyroxine to 75 mcg. The original
prescriptions were never given to the pharmacy.
There was no documented evidence of the new
prescription change in the resident file.

All the Medication Administration Records
(MAR's) for Resident #1 indicate Levothyroxine
.05 milligrams (mg) to be given daily.

Employee #2 revealed the typist hired completed
the monthly medication administration records
and must not have changed the dosage. The
employee also indicated the doctor kept changing
the dose of the Levothyroxine.

2. Resident #2 was admitted on 11/24/06 with
diagnoses including Advanced Dementia,
Hypertension, Cardiac Arrhythmia, improved
Anemia and Urinary Tract infection.

0&7@ ad-
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On 10/18/08, Namenda 5 milligram give one
tablet daily was filled at the pharmacy. Thirty
tablets were distributed. The day of survey, there
were 3 tablets left in the container.
Employee #2 revealed she put November and
December pills in the October container of
Namenda. She indicated another pharmacy was
delivering the medication and it was not cost
effective. When the employee was notified the
pills were filled by the initial pharmacy, the ol ‘90 o7
employee then indicated the facility was using the 7g 7% a/@ He WZ A
pharmacy the employee stated was to expensive.

On 12/19/08 at 8:50 AM, the surveyor spoke with
the pharmacist at the pharmacy. The pharmacist
indicated Namenda had not been refilled in
November.

On 10/15/08, Digoxin 0.125 milligram give one
tablet daily was filled at the pharmacy. Ninety
tablets were distributed. Upcn examination of the
medication, there were three different size of
tablets in the prescription container. Employee
#2 was requested to count the medication
remaining in the prescription bottle. There were
67 tablets of a large yellow pill, 14 tablets of a
medium yellow pill and 63 tablets of a small
yellow pill. The October medication
administration record indicated the Digoxin was
discontinued on 10/15/08.

Employee #2 indicated the physician stopped the
Digoxin due to the recall of the medication.
There was no documented evidence of a
physician order to stop Digoxin. The employee
revealed she picked up the new prescription refill
for Digoxin on 10/15/08 since it was already filled
and the resident may need them in the future.
The employee was unable to explain why there
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were three different types of pills in the Digoxin
container.

On 12/19/08 at 8:50 AM, the surveyor spoke with
the pharmacist at the pharmacy. The pharmacist
identified 3 different manufacturers of Digoxin
from the numbers on the tablets. The pharmacist
indicated the Digoxin their pharmacy used was
the medium yellow pill.

On 12/23/08 at 12:45 PM, the surveyor spoke
with the pharmacist at the pharmacy where the
medications were filled. The pharmacist revealed
the Digoxin recall was in April 2008.

On 7/14/08, Alprazolam 0.25 milligram give 1
tablet two times a day was filled at the pharmacy.
Employee #2 was requested to count the
medication remaining in the prescription bottle.
There were 110 pills left in the container.

Employee #2 indicated she dumped the new pills
into the older container. There was no
medication log available to review to reveal when
the medication was delivered to the facility.

3. Resident #3 was admitted on 2/1/08 with
diagneses including Osteoporosis,
Hypothyroidism, Hypertension, Hyperlipidemia,
Vertebral Compression Fracture, Subdural
Hematoma and Mechanical Fall.

The prescription container dated 11/19/08
indicated L-Thyroxine 88 micrograms to be given
daily. The June medication administration record
showed Levothyroxine was changed to 88
micrograms. There was no specific date noted
on the medication administration record of the
date the prescription was changed. There was
no documented evidence in the resident file of a

g 7€

B
il
%

il cheoked

[~

He owres
ol ped cafions
6‘"‘"‘1.:] bacts
__,;I;/J 6&%‘@“ f«@%&
wille pif ﬂ;y»/w o
vl e
abmif~ fHe
W*

FORM APPROVED
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION & IDENTIFICATION NUMBER: 02 COMPLETED
A. BUILDING
B. WING
NVS3105AGC 12/19/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3646 BILLMAN AVE
BILLMAN HOUSE LAS VEGAS, NV 89121
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
Y 878 | Continued From page 30 Y 878

i deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.

STATE FORM

MLGM11

R

BUREA

if continuation sheet 31 of 49




PRINTED: 03/17/2009

FORM APPROVED
Bureau of Health Care Quality & Compliance
STATEMENT OF DEFICIENCIES (x“ PROVIDER/SUPPLIER/CLIA (xz) MULTIPLE CONSTRUCTION (xa) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
NVS3105AGC 12/19/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3646 BILLMAN AVE
BILLMAN HOUSE LAS VEGAS, NV 89121
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Y 878 | Continued From page 31 Y 878

doctor's order changing the dose of medication.

The medication administration records for July,
August, September, October, November and
December 2008 indicated Levothyroxine 0.100
milligrams to be given daily.

On 2/22/08, a prescription for Alprazolam 0.25
milligrams give one twice daily only as needed if
anxious or agitated. The medication
administration record from March 2008 through
December 2008 indicated the medication was
administered at 6 PM. The medication was
documented as given for 12/18/08. The i
medication was not found in the residents Y& q¢| -~ [2-26-° 7, all

medication container. chesates wer e Corrected

Employee #2 indicated the daughter must have . I~

the medication. The employee indicated the oncf  cheofed ane

medication was given every night because the . Y

resident's daughter wanted her to have it The will check o

employee revealed the residents daughter took ol Jo ks p

the medication due to she did not want her dadiy . s+

mother on the medication anymore. 2y (7& &; ency wik b »e

The resident's daughter arrived at the facility on ain -

12/19/08 at 1:55 PM. The daughter revealed the o cthh c@ o

physician had stopped the Alprazolam. She was C e 11.,,,.;;,10 e

not aware she needed to bring a prescription to Tfe QA v 7Y ) e

the facility from the physician. LL hioti 7L0*
gwnen (A

On 3/3/08, Lipitor 10 milligram give 1 tablet daily , ) e
was filled at the pharmacy. Ninety tablets were 3Q ro Lo ""(P lian
given. Employee #2 was requested to count the
medication remaining in the prescription bottle.
There were 47 pills left in the container.

Employee #2 indicated she dumped the new pills
into the older container. There was no
medication log available to review to reveat when
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Continued From page 32
the medication was delivered to the facility.

4. Resident #5 was admitted on 2/1/07 and
transferred on 1/15/08. Diagnoses included
Urinary Tract Infection, Psychosis, Dementia,
Hypertension, Depression, Memory Loss, History
of Seizure Disorder, History of Gastroenteritis,
Anxiety Disorder and Panic Disorder with
Agoraphobia.

Upon discharge from a local hospital on 5/16/07,
the following medications were ordered

1. Alprazolam 0.5 milligrams two times a day for
anxiety. Next dose due 5/16/07 at 9pm.

2. Lexapro 10 milligrams daily for depression.
Next dose due 5/17/07 at Bam.

3. Namenda HCL 5 milligrams two times a day
for dementia. Next dose due 5/16/07 at Spm.

4. Levothroid 25 micrograms daily before meal
for hypothyroidism. Next dose due 5/17/07 at
7am.

5. Metoprolol 50 mifligrams two times a day for
hypertension. Next dose due 5/16/07 at Spm.

6. Dilantin 200 milligrams two times a day. Next
dose due 5/16/07 at 9pm.

7. Ambien 10 milligrams at bedtime if needed for
insomnia.

The May 2007 and June 2007 medication
administration record indicated the resident
received Phenytoin Sodium (Dilantin) 100
milligrams at 8 am, 12 noon and 6pm,
Levothyroxine 0.05 milligram at 8am, Metoprolol
25 milligram at 8am and 6 pm, Lisinopril 10
milligram at 8am and Warfarin Sodium 5
milligram at 6pm.

The July 2007 and August 2007 medication
administration record indicated the resident
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received Zolidem 10 milligram 6 pm, Metoprolol
50 milligram at 8 am and 6 pm, Lexapro 10
milligram at 8 am and Alprazolam .5 milligram at
6pm. There was no documented evidence of
physician orders for the discontinuation of
Alprazolam, Namenda, Warfarin, Lisinoptil,
Levothyroxine or Dilantin.

The September 2007 medication administration
record indicated the resident received Zolidem 10
milligram at 6 pm, Metoprolol 50 milligram at 8
am and 6 pm and Alprazotam 0.5 milligram at 6
pm. There was no documented evidence of a
physician order for the discontinuation of
Lexapro.

The October 2007 medication administration
record indicated the resident received Metoprolol
50 milligrams at 8 am and 6 pm and Alprazolam
0.5 milligrams at 6 pm. There was no
documented evidence of a physician order for the
discontinuation of Alprazolam.

The November 2007, December 2007 and
January 2008 medication administration record
indicated the resident received Metoprolol 50
milligrams at 8 am and 6 pm, multivitamin at 8
am and Alprazolam 0.5 milligrams at 6 pm.
There was no documented evidence of a
physician order for the order of multivitamins.

Severity: 3 Scope: 3

Complaint #NV00017024

449.2742(8) Medication Administration

NAC 449.2742
8. An employee of a residential facility shall not
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draw medication into a syringe or administer an
injection uniess authorized by law to do so.

This Regulation is not met as evidenced by:
Based on interview, the facility failed to ensure
the employee would not draw medication into a
syringe for 1 of 6 residents (Resident 6).

Findings include:

Resident #6 was admitted on 10/27/03 and
discharged on 11/7/08. Diagnoses included
Alzheimer ' s Disease, Dementia, Diabetes,
Diverticulitis, Congestive Heart Failure and
Chronic Atrial Fibrillation.

Novolin 70/30, 10 Units before breakfast and 5
Units before supper were ordered to be given
subcutaneously.

Employee #2 revealed she would draw up the
resident's insulin into the syringe to make sure
the resident received the correct dose. The
employee indicated the resident would then give
her own injection.

Severity: 2 Scope: 1

449.2744(1)(a)(1) Medication / Receipt Log

NAC 4492744

1. The administrator of a residential facility that
provides assistance to residents in the
administration of medication shall maintain:
(a) A log for each medication received by the

Y 884
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facility for use by a resident of the facility. The
log must include:
(1) The type and quantity of medication
received by the facility.
. . f N [ / 2 - Fo-0 ?

This Regulation is not met as evidenced by: 2o

Based on observation, interview and record Y §90 % He ’

review, the facility failed to maintain a Medication of Aol sacls

Receipt Log for 6 of 6 residents (Resident #1, #2, /3""' h /} I ,

#3, #4, #5 and #6). dtalarls o Iredn btz

\ and S el
Findings include: Zacsz . g -
i ée, y . S e

There was no documented evidence of a .

medication receipt log kept in the facility or the searllonto /‘LL, W‘fz%,

resident's files.

Employee #2 indicated ng one told her she ¢

needed to keep a medication log. Yoyt c”?@é‘m )

Severity: 1 Scope: 3 Hoa ornay  will neT

o cCUHE L\J:e;
Y 922 449.2748(3)(a} Medication Labeling Y 922

$5=8B
fee proloed
NAC 449.2748 12&74’ /2,« ::ZZZ

3. Medication, including, without limitation, any
over-the-counter medication or dietary
supplement, must be:

(a) Plainly labeled as to its contents, the name of
the resident for whom it is prescribed and the
name of the prescribing physician.

f deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.
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This Regulation is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure medications were plainiy labeled
for 2 of 4 residents who had medications in the
facility {(Resident #2 and #3).
Findings include:

o [ - 300
Resident #2 was admitted on 11/24/06. A botle 5?7—} % Hher Sty , Pmedsinly),
of Aspirin, Calcium and One Daily for Women )
were located in the resident's medication basket fz«v Ao ce ] H > £ £ 3
and were not labeled with the resident's name or e
the name of the prescribing physician. biner  fakeled on
, _ S alminidadis bl
Resident #3 was admitted on 2/1/08. A bottle of . .
Centrum Silver was located in the resident's Prerfir fw 'g"‘fﬁ*""—’z’ ’
medication basket was not labeled with the . L .
resident's name or the name of the prescribing flo Aefrirency  w bl wf _
physician. pocnn AGRie of] peds cofune
Employee #2 revealed she was not aware the wrtl be [abeled cott ﬂc'f(ﬁ je“"
bottle needed to be labeled with the name of the o -
resident and the physician. e/
. e

Severity: 1 Scope: 2 ke @R 7

Y 923 449.2748(3)(b) Medication Container Y 923 . . P

$8=F M";{W okl b

lobefoi conrectly “ 74
NAC 449.2748 , 7y
3. Medication, including, without limitation, any Algelle o  pRane. B/
over-the-counter medication or dietary -
supplement, must be: ’
(b) Kept in its original container until it is
administered.
f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
STATE FORM L MLGM11 If continuation sh 7 of 49




PRINTED: 03/17/2008

FORM APPROVED
Bureau of Health Care Quality & Compliance
STATEMENT OF DEFICIENCIES X PPLIER/CLIA (X3} DATE SURVEY
AND PLAN OF CORRECTION o |%%ﬁﬂ?|ecil1§|uoup|tlgugsn: (X2) MULTIPLE GONSTRUCTION COMPLETED
A. BUILDING
B. WING
NVS3105AGC 12/19/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3646 BILLMAN AVE
BILLMAN HOUSE LAS VEGAS, NV 89121
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (xX%)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Y 923| Continued From page 37 Y 923
g 13 -0 <0 9
This Regulation is not met as evidenced by: % The  feeree A y /S
Based on interview, the facilty failed to keep ] foe
medications belonging to 3 of 4 residents, who jﬂafm / 45} will
were receiving medications currently in the RN A ,,,«,Z(; be
facility, in their original container (Resident #1, #2 . .
and #3). K Jz&_,, onSgnef Cofoires
Findings include: R ccled A
| e  Stes .
Employee #2 indicated revealed she would take 2 3 . 2
medications out of the bubble packs and put into e abormiruatalys M‘ng/

the plastic container.

Severity: 2 Scope: 3 W %W

\%‘4 ,&wﬁz /”“7
| Complaint #NV00017024 ’; (/
|

Y 933! 449.2749(1)(d)(1) Resident File Y 933
$S=C| (XD UW /rrﬂﬂé& 5”“"‘2/
NAC 449.2749 DI /7% .
1 A separate file must be maintained for each
| resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facility. The file must be kept iocked in a place
| that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation:
(d) A statement from the resident's physician
concerning the mental and physical condition of
the resident that includes:
| {1) A description of any medical conditions
which require the performance of medical
services. |
f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt.of ihis: stat%nen f deficiencies.
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This Regulation is not met as evidenced by:
| Based on interview and record review, the facility
failed to ensure a physician statement was
completed for 4 of 6 residents (Resident #1, #3,
#4 and #5).

Findings include:
o Ja-20«09

Resident #1 was admitted on 1/9/07. There was

| no documented evidence in the resident file of a j 733 y i' A /
. completed physician statement. /W & Mf'&M

“

| Resident #3 was admitted on 2/1/08. There was / 3 Ce a rv-ond . 7o
no documented evidence in the resident file of a ;3 E Hhet
completed physician statement. fa 2 .

| Resi . r 1 WIILL MT

| esident #4 was admitted on 8/7/08. There was A .
no documented evidence in the resident file of a ccup Qin /‘f“ “
completed physician statement. ¢ J

| Y&59 -

Resident #5 was admitted on 2/1/07. There was boookonf £ o e ﬁ-—»gw
no documented evidence in the resident file of a

completed physician statement. v e f“« /: /3
Employee #2 indicated she was not aware a Fle o ralalen bl

physician statement was required. M# A g,,?oz,,,.w .

Severity: 1 Scope: 3 - .
this olefietercy wi w wf
Y 936, 449.2749(1){e} Resident file Y 936 S -
SS=F enr avd
NAC 449.2749

1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the Dl AtEay
facility. The file must be kept locked in a place
f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficienciés.
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Y 936 Continued From page 39 Y 936

that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation:

(e) Evidence of compliance with the provisions of
chapter 441A of NRS and the regulations
adopted pursuant thereto.

This Regulation is not met as evidenced by:
NAC 441A 380 is hereby amended to read as {
follows: y 5'7 36 | The jﬂ lo wos wr:ﬁi&
441A.380 1. Except as otherwise provided in this and 774 S

section, before admitting a person to a
medical facility for extended care, skilled nursing, afl reee rds  refoted 1o Fhe
or intermediate care, the staff of the facility shall
ensure that a chest radiograph of the person has F”&‘;""“TE witho il
been taken within 30 days preceding admission

to the facility. L wifodur -

2. Except as otherwise provided in this section, s )
the staff of a facility for the dependent, [-ﬂw M

a home for individual residential care or a medical e
facility for extended care, skilled nursing, or pecur oage y
intermediate care shall: e _Fm_}o o an

(a) Before admitting a person to the facility or fﬁa Qdmt P .

home, determine if the person: CLL b for 7‘:’ g
{1) Has had a cough for more than 3 weeks, (2) pwhtr i

Has a cough which is productive, .
(3) Has blood in his sputum; (4) Has a fever to owP" gn el !
which is not associated with a cold, flu, or other

apparent iliness; (5) Is experiencing night sweats; Lonaensy W ””%
(6) Is experiencing unexplained weight loss, or

(7) Has been in close contact with a person who

has active tuberculosis. /

(b) Within 24 hours after a person, including a /’7"“ 7
person with a history of bacillus Calmette-
Guerin (BCG) vaccination, is admitted to the

facility or home, ensure that the person has a
tuberculosis screening test, unless there is not a

JLL mf
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person qualified to administer the test in the
facility or home when the patient is admitted. If
there is not a person qualified to administer the
test in the facility or home when the person is
admitted, the staff of the facility or home shall
ensure that the test is performed within 24 hours
after a qualified person arrives at the facility or
home or within 5 days after the patient is
admitted, whichever is sooner.

(¢) If the person has only completed the first step
of a two-step Mantoux tuberculin skin test within
the 12 months preceding admission, ensure that
the person has a second two-step Mantoux
tuberculin skin test or other single-step
tuberculosis screening test. After a person has
had an initial tuberculosis screening test, the
facility or home shall ensure that the person has
a single tuberculosis screening test annually
thereafter, unless the medical director or his
designee or another licensed physician
determines that the risk of exposure is
appropriate for a lesser frequency of testing and
documents that determination. The risk of
exposure and corresponding frequency of
examination must be determined by following the
guidelines as adopted by reference in paragraph
{h) of subsection 1 of NAC 441A.200.

3. A person with a documented history of a
positive tuberculosis screening test is exempt
from skin testing and routine annual chest
radiographs, but the staff of the facility or home
shall ensure that the person is evaluated at least
annually for the presence or absence of
symptoms of tuberculosis.

4. If the staff of the facility or home determines
that a person has had a cough for more than 3
weeks and that he has one or more of the other
symptoms described in paragraph (a) of
subsection 2, the person may be admitted to the
facility or home if the staff keeps the person in

Y 936
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respiratory isolation in accordance with the
guidelines of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
(h) of subsection 1 of NAC 441A.200 until a
health care provider determines whether the
person has active tubercuiosis. If the staff is not
able to keep the person in respiratory isolation,
the staff shall not admit the person until a health
care provider determines that the person does
not have active tuberculosis.
5. If a test or evaluation indicates that a person
| has suspected or active tuberculosis, the staff of
the facility or home shall not admit the person to
the facility or home, or, if he has already been
| admitted, shall not allow the person to remain in
the facility or home, unless the facility or home
keeps the person in respiratory isolation. The
person must be kept in respiratory isolation until a
health care provider determines that the person
does not have active tuberculosis or certifies that,
although the person has active tuberculosis, he is
no longer infectious. A health care provider shall
not certify that a person with active tuberculosis is
not infectious uniess the health care provider has
obtained not less than three consecutive negative
sputum AFB smears which were collected on
separate days.
6. If a test indicates that a person who has been
. or will be admitted to a facility or home has active
| tuberculosis, the staff of the facility or home shall
ensure that the person is treated for the disease
in accordance with the recommendations of the
Centers for Disease Control and Prevention for
the counseling of, and effective treatment for, a
person having active tuberculosis. The
| recommendations are set forth in the guidelines
of the Centers for Disease Control and
! Prevention as adopted by reference in paragraph
(g) of subsection 1 of NAC 441A.200.
7. The staff of the facility or home shall ensure

T+ F
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| that counseling and preventive treatment are

offered to each person with a positive
tuberculosis screening test in accordance with
the guidelines of the Centers for Disease Control
and Prevention as adopted by reference in
paragraph (h) of subsection 1 of NAC 441A.200,
8. The staff of the facility or home shall ensure
that any action carried out pursuant to this section
and the results thereof are documented in the

person's medical record.

Based on record review, the facility failed to
ensure 6 of 6 residents complied with NAC
441A.380 regarding tuberculosis {Resident #1,
#2, #3, #4, #5 and #6).

Findings include:

Resident #1 was admitted on 1/9/07. The file
contained documentation the resident completed
the required two-step TB skin testing on 2/23/07.
The file did not contain proof the resident
received an annual one-step TB skin test for
2008.

Resident #2 was admitted on 11/24/06. The file
contained documentation the resident completed
the first step of the required two-step TB skin
testing on 11/25/06 with no results documented.
The second step was given on 11/29/08 with no
documentation of results. Another TB skin test

| was given on 12/5/06 and read as negative. The

file did not contain proof the resident received an
annual one-step TB skin test for 2008.

Resident #3 was admitted on 2/1/08. The
resident's file contained a negative chest x-ray
report dated 1/22/08. The resident's file did not
contain documentiation the resident completed
the required two-step TB skin testing.

Y 936
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Resident #4 was admitted on 8/7/08. The afte. e ‘ z
resident's file contained documentation the M few TB o~ 31307
resident completed the first step of the required
two-step TB skin test on 7/27/08. The file did not
contain evidence the resident completed the
second step.

ne .ﬂ/
Resident #5 was admitted on 2/1/07 and W H A g
transferred on 1/15/08. The resident's file y 5 74?«@/ }?

| contained documentation the resident completed
| the first step of the required two-step TB skin test
on 1/19/07. The file did not contain evidence the
resident completed the second step. The file did
not contain proof the resident received an annual
| one-step TB skin test for 2008,

Resident #6 was admitted on 10/27/03. The boo ke~ F L& e
| resident's file contained documentation the A .
resident completed a two-step TB skin test on /&74” o cf""' 7
8/8/04. The file contained evidence the resident
completed a two-step TB skin test on 10/13/07.
The file did not contain proof the resident

received an annual one-step TB skin test for .o ALl
| 2005, 2006 and 2008. T adorirnitadyy .

] %0—-’
Employee #2 indicated she thought TB testing il /W 7 ? ﬁ

| was every two years

,fﬁﬂ d"/]‘; o L-/V(/e’/ ‘V#’
Severity: 2 Scope: 3 . Ea
H “ " O el Ojtu "o
is is a repeat deficiency from the survey on .
8/21/07. e ownen 9! LL check
Y 938 449.274%(1)(g)(1) Resident ie Y938 | abowtf d@fl aﬂﬂ? 74
SS8=A

NAC 4492749 Prstee M ' /’23 Aol

1. A separate file must be maintained for each s ff L Teiccpae 2ok 4 P
If deficiencies are cited, an approved plan of corection must be returned within 10 days after receipt of this statement of deficiencies!
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resident of a residential facility and retained for at ‘

least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain ait
records, letters, assessments, medical

| information and any other information related to
the resident, including without limitation: .
(g) An evaluation of the resident's ability to

perform the activities of daily living and a brief ‘
description of any assistance he needs to

perform those activities. The facility shall prepare ‘

such an evaluation:
{1} Upon the admissicn of the resident.

This Regulation is not met as evidenced by:
Based on record review, the facility failed to
perform an initial assessment for 2 of 6 residents -y [ e
for their abilities to perform the activities of daily check A// ADL  eiren

living (ADL) (Resident #2 and #5). sig  montls o

Findings include:

»~[2-90-0F

Resident #2 was admitted on 11/24/06. The ADL Y 939 | £ e %w p
assessment was completed on 3/7/07. There

was ho other ADL assessment in the resident file. /&w/f /"““*2*" “ ""ff’&zz’l

Resident #5 was admitted on 2/1/07 and ADL f"/ /“‘*’vﬁ‘-’ﬂ# 2z .

transferred on 1/15/08. There was no ' 2o
documented evidence of a completed ADL forflord § e MT STF

assessment on admission. 2he fp.-,./ f}
Severity: 1  Scope: 1 Tte otrmeilals WL
%%’?K%M“%Mﬂ Qgai
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Y 940| 449.2749(1)(g)(3) Resident file

| NAC 449.2749

1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation:
(g) An evaluation of the resident's ability to
perform the activities of daily living and a brief
description of any assistance he needs to
perform those activities. The facility shall prepare
such an evaluation:

(3) In any event, not less than once each
year.

This Regulation is not met as evidenced by
Based on interview and record review, the facility
falled to perform an annual evaluation of a
' resident's ability to perform the activities of daily
living (ADL) for 4 of 4 residents residing in the
facility longer than a year (Resident #1, #2, #5,
#6).

Findings include:

Resident #1 was admitted 1/8/07. The resident's
file did not contain an annual evaliation of the
resident's ability to perform the activities of daily
living for 2008.

Y 940
Y 940
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Resident #2 was admitted 11/24/06. The
resident's file did not contain an annual evaluation
of the resident's ability to perform the activities of
daily living for 2008.

Resident #5 was admitted on 2/1/07 and
transferred on 1/15/08. The resident's file did not
contain an annual evaluation of the resident's
ability to perform the activities of daily living for
2008.

Resident #6 was admitted on 10/27/03 and
discharged on 11/7/08. The resident’s file did not
contain an annual evaluation of the resident's
ability to perform the activities of daily living for
2008.

Employee #2 indicated she thought the residents
only needed the ADL assessment completed on
admission.

Severity: 1 Scope: 3

449.2754(1) Alzheimer's endorsement

NAC 449.2754

1. A residential facility which offers or provides
care for residents with Alzheimer's disease or
related dementia must obtain an endorsement on
its license authorizing it to operate as a
residential facility which provides care to persons
with Alzheimer's disease.

This Regulation is not met as evidenced by:
Based on record review, the facility failed to
provide a license with an endorsement to provide
care to persons with dementia (Resident #2 &
#6).
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Findings include: L% e  feus ? , M
Resident #2 was admitted on 11/24/06 with 9 ar ool |
diagnoses including Advanced Dementia, Loz Aionorlon. - '
Hypertension, Cardiac Arrhythmia, improved + Ll i
Anemia and Urinary Tract Infection.
Resident #6 was admitted on 10/27/03 and /&‘”M 2# 6 e ”’0‘.
discharged on 11/7/08. Diagnoses included 7 7&,,.,‘ /,&
- Alzheimer ' s Disease, Dementia, Diabetes, l}?ﬂw e
Diverticulitis, Congestive Heart Failure and
Chronic Atrial Fibrillation. He Lovee /7 wall ot Fekd
o . ] .
The facility license did not have an Alzheimer's wof fo fetre alrheinew cfee & ,
endorsement. The three employees of the facility W
did not have any training in relation to Aizheimer's . )
disease in 2008. elririitokis PR A
Fe _ pe
Employee #2 indicated the physician and family %“’ 0’7"‘4"““"" ’
requested Resident #2 remain in the facility since .
her sister also lived in the facility. The employee A o wikl &’ - ?
indicated she would notify the family of o . ”é"?’ plends
inappropriate placement in the facility. ! W ) it
B | _ T oleficioncy mH
Employee #2 indicated Resident #6 had expired. 7 .
/ i o~ MM/V 7%
Severity: 2 Scope: 1 Wg
Complaint #NV00017024 Galunls o poeclle
L ; %@éj
YAS66( 449.267(2)(a-c) Money & Property of Residents | YAS566 Pe fAtacdl g
858=D
Gnblacl ot e
NAC 449.267 Phrseen ) Oa-olomiey
2. An accurate record must be kept of all money / / ”
deposited with the facility for use by the resident, %,, Lact 7& e
including withdrawals. The record must include: .
(2) A separate accounting of the money held by W .
the facility on behalf of the resident;
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Resident #5 was admitted on 2/1/07 and
transferred on 1/15/08. The resident's record did
not contain a signed statement allowing the
facility to handle her money.

Employee #2 confirmed the written statement
was not in the record.  The employee indicated
the resident would just sign over her social
security check. The employee revealed she
would spend any left over money on the resident

Scope: 2 Severity: 1
Complaint #NV00017024
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(b) Receipts for expenditures made by the facility
on behalf of the resident; and
{c) A written acknowledgement by the resident for
each withdrawal of his money.
o'j2-30.09
This Regulation is not met as evidenced by: e o . e
Based on record review and interview the facility 7 ATl ‘? G~ A
failed to ensure 1 of 1 residents signed a written )gd,nﬁ : e Al Seered
| statement allowing the facility to handle their )
' money (#5). f’faf’ -
7 Y7
Findings include: M‘/éé"" a .
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